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Governments in many developing countries acknowledge they are facing difficulties in 
their attempt to meet the basic health needs of their populations. They rely on contracting 
out to private (for-profit and not-for-profit) organizations as a strategy to meet the needs 
of underserved populations. For the most part, the public sector chooses to contract out 
primary healthcare services to the private sector to expand access, increase the 
availability of medicines and medical supplies, and improve the quality of care. In both 
urban and rural settings, private for-profit and non-profit health service providers serve 
both the rich and the poor. Communities often recognize private sector healthcare 
providers to be more responsive to their healthcare needs and preferences in terms of 
services available, suitable timings and geographical access etc. Private sector has always 
played a significant role in the delivery of health services in developing countries. Public-
private-partnership (PPP) is an approach under which services are delivered by the 
private sector, while the responsibility for providing the resources rests with the 
government. Establishing a PPP requires a legal framework acceptable to all the partners, 
clarity on the commitment of resources, roles and responsibilities of each partner, as well 
as accountability to provide a given set of services at a desired level of quality and 
affordable user charges. Formalizing such an arrangement between partners requires 
conceptualising a framework for Public Private Partnership (PPP) to manage the delivery 
of health services. 
 
In this paper, we describe the design, development and implementation of a PPP for 
managing urban health services in Ahmedabad city, Gujarat. Our model has succeeded in 
bringing together compatible public and private partners to plan and deliver quality 
healthcare services to meet the community needs of Vasna ward, in Ahmedabad. The 
new Vasna Urban Health centre was inaugurated on July 23, by the Chief Minister of 
Guajarat. This new centre now serves about 120 outpatients everyday as against an 
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1. Public Private Partnerships in Health 
 
1.1 What is Public Private Partnership?  
 
Governments in many developing countries acknowledge they are facing difficulties in 
their attempt to meet the basic health needs of their populations. They rely on contracting 
out to non-governmental organizations (NGOs) and to for-profit organizations as a 
strategy to meet the needs of underserved populations (GOI, 2004). For the most part, the 
public sector chooses to contract out primary healthcare services to the private sector to 
expand access, increase the availability of medicines and medical supplies, and improve 
the quality of care. In both urban and rural settings, private for-profit and non-profit 
health service providers serve both the rich and the poor (Bennet, 2005). Communities 
often recognize private sector healthcare providers to be more responsive to their 
healthcare needs and preferences in terms of services available, suitable timings and 
geographical access etc. Private sector has always played a significant role in the delivery 
of health services in developing countries. 
 
Public-private-partnership (PPP) is an approach under which services are delivered by the 
private sector, both non-profit and for-profit organizations, while the responsibility for 
providing the resources rests with the government. This kind of a partnership refers to the 
sharing of resources needed to work together towards a common goal while respecting 
one another’s identity. Negotiations among all the partners would give rise to a clear 
understanding of each other’s roles and responsibilities (Marcou, 1997). PPP involves 
sharing of risk and reward between the partners. It is essential that all the generic risks be 
identified before finalizing the contract. The assurance of the government to share the 
risks with the private partner is a significant confidence building measure. Quite 
similarly, if the actual output/returns exceed those contemplated at the start of the project, 
the windfall is to be shared equally between the public and private sectors. 
 
Studies reveal that it takes several years of preparation and institutional strengthening to 
establish a working PPP that can be sustained and replicated successfully. 
 
1.2 Forms of PPP 
 
All forms of PPP, ranging from simple service and management contracts to increasingly 
complex performance-based management contracts, asset leases, articles of association, 
concessions and asset divestitures, involve a partnership between the government and the 
private sector. However, they differ in their allocation of risks and responsibilities, in 
their duration, and in where they assign asset ownership. 
 
Service and fee-based management contracts may be implemented without adequate 
baseline information, cost-reflective tariffs, or performance monitoring systems in place. 
 
  Page No. 1  W.P.  No.  2007-09-03   IIMA  y  INDIA 
Research and Publications 
However, regulatory frameworks and reliable databases are essential for leases, 
concessions and divestitures. Benefits accruing from PPP grow as increasing 
responsibility and risk is placed on the private partner. Performance based management 
contracts can be cost-effective if used to leverage deeper forms of PPP. Until qualified 
and reputable private providers emerge in India, such contracts are likely to be costly. 
Management contractors should have the right and responsibility to use resources 
optimally, improve service quality, and prepare the ground for more effective forms of 
PPP. In practice, hybrids are becoming more the norm than the exception, with the 
private sector taking some commercial risk under management contracts and being 
responsible for some investments under leases. 
 
It is important to consider the degree of enforceability of PPP agreements. A contract is a 
binding commitment — “enforceable” in the legal sense. It means that non-fulfillment of 
the clauses by one of the parties can lead to penalties, and ultimately the parties can 
invoke the commitments before the courts. The contract usually contains provisions for 
these penalties and for the means of enforcing them (Walsh, 1995). 
 
1.3 Challenges in Establishing PPP 
 
Though PPP is widely acknowledged as a possible solution to achieve health goals, there 
are significant challenges to establish public and private sector partnerships. Underlying 
these challenges, there are several causes that relate less directly to the achievement of 
health goals but need to be addressed for effective partnerships. Root causes reflect the 
lack of information on private sector in developing countries, lack of trust between public 
and private sector and lack of skills in the public sector to deal with the private sector. 
Certain challenges that need to be addressed include: 
 
•  Tailored contracting so as to take account of the heterogeneity of private sector 
 
•  Overcoming mistrust between public and private sector (Laing, 2001).  
 
•  Improving information availability and reliability about the private sector service 
providers, the range and quality of services they offer and treatment outcomes  
 
•  Developing management capacity of the public sector to deal with the private sector 
 
•  Promoting a more organized private sector, so as to reduce the transaction costs of 
working with a large number of small, disparate groups. At the same time, 
strengthening government’s ability to manage the vested interests of private sector 
organizations 
 
The complexity of engaging private sector depends substantially on the nature of the task 
they are involved. Public Private Partnerships in health sector are extremely diverse in 
terms of the types of actors that use it, the type of contractual relationships that are 
established and the purposes thereof. However, one must consider the fact that PPP is a 
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ultimately on people’s health. PPP should not be reduced to a mere management tool to 
cut health costs of the public sector.  
 
Continuous monitoring and periodical evaluations are the cornerstones of a successful 
PPP. Payments have to be, however, linked to performance, which in turn requires 
monitoring. Performance measurement can be done with respect to measuring 
‘efficiency’ or measuring ‘effectiveness’. While measurement of efficiency  entails 
comparing the unit cost of providing the service from amongst the various alternatives, 
measurement of effectiveness involves comparing the desired outcomes from amongst 
the various alternatives. Involvement of third party/independent agencies for monitoring 
appears to be preferable as they leave the government hassle free over the project and 
minimize government control. The government and the service providers could mutually 
decide the third party. The third party involvement could be further supplemented with 
provision for adjudication by the judiciary. 
 
Conceptually there are three major ways of establishing partnerships (Elizabeth, 1998)  
 
•  Swiss Challenge Approach 
•  Competitive bidding 
•  Competitive negotiations 
 
Swiss Challenge Approach: The Swiss Challenge approach refers to suo-motu proposals 
being received from the private participant by the government. The private sector thus 
provides all details regarding its technical, financial and managerial capabilities and its 
expectations of government support/concessions. The government may examine the 
proposal and if the proposal belongs to the declared policy of priorities, then it may invite 
competing counter proposals from others with adequate notice. In the event of a better 
proposal being received, the original proponent is given the opportunity to modify the 
original proposal. Finally, the better of the two is awarded the project/program for 
execution. 
 
Competitive Bidding: This involves a well publicized and a well-designed bid process to 
ascertain financial, technical and managerial capabilities of the service provider or the 
developer. The selection of provider depends upon one or the combination of the lowest 
capital cost, lowest operation and maintenance cost, lowest user fees, lowest support from 
government and so on. 
 
Competitive Negotiation: Competitive negotiation is considered a variant of competitive 
bidding. The government specifies the service objectives and invites proposals through 
advertisements. The government then negotiates and finalizes the contract with the 
selected bidders. Negotiations may, however, be ‘simple’ (direct) or ‘complex’ (indirect). 
In the second case, the government negotiates through a ‘master contractor’/mother 
NGO, who in turn handles all dealings with sub-contractors/franchisees, and monitors the 
program by collecting information from the beneficiaries. Some of the advantages about 
master contracting are administrative convenience, and better control in dealing with less 
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à-vis the contract ought to be done directly with the community/beneficiaries. 
Competitive negotiations are less transparent than competitive bidding.  
 
However, the decision to use one or the other of these methods should be based on an in-
depth study to determine which strategy is the most suitable. This is where the 
importance of context comes into play in establishing PPPs. 
 
1.4 Local Self Government and PPP 
 
PPP is a suitable method of delivering services commonly provided by local governments 
and is generally applicable to most components of service delivery. The types of services 
that could be provided through PPP will vary from one local government to the other 
based on their needs and priorities. Local governments may consider partnerships with 
the private sector when any of the following circumstances exist:  
 
•  If the involvement of a private partner would allow the services or project to be 
implemented sooner than if only the local government were involved  
 
•  If a private partner would enhance the quality or level of service from that which the 
local government could provide on its own  
 
•  If the user communities would support the involvement of a private partner  
 
•  If there is a track record of partnerships between the local government and the private 
sector  
 
•  If the services or project cannot be provided with the available financial resources or 
expertise of the local government 
 
1.5 Role of Government in PPP 
 
Government has a fundamental responsibility to set the rules of engagement. Government 
should provide private sectors with overall policy direction, define clear roles for 
government and private sectors, and help develop a predictable and transparent 
environment within which private sector actors can operate.   Separating operational and 
management responsibility from policymaking and regulation is important for better 
accountability. Private sector participation will in itself help consolidate this separation 
by reducing the influence of government in day-to-day operations. A clearly articulated 
institutional and policy framework for PPP in Health sector in general and Urban Health 
in particular, underpinned by enabling laws and a realistic implementation plan, would 
permit a systematic reform and help insulate reforms from political process (GOI, 2004).  
 
A crucial element of success in urban health reform involving the private sector is an 
appropriate legal framework. Ideally encapsulated within a single Urban Health Law and 
supported by the State Municipal Act, the legal framework should underpin the state 
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should clearly delineate state and local-level regulatory roles, and remain sensitive to 
authorities vested in the local government bodies under the 74th Constitutional 
Amendment Act.  
 
Governance and public sector management must be improved in parallel to facilitate 
healthy public-private partnerships. In most cities, existing legal, regulatory and 
governance frameworks and industry structures would need to be amended to implement 
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2. Sample PPP Case Studies under NRHM 
 
2.1 About our case studies 
 
In this section, we share with you our observations based on an analysis of a wide range 
PPP arrangements in social services through case studies located in rural and urban areas. 
They include diagnostic services, curative care, maternal health services, child 
development services, health promotion activities and food catering services. 
 
We have compiled thirteen cases in various parts of India to reflect and assess different 
models of PPP after careful review of various ‘PPP Models’ in the social sector. We 
critically reviewed the cases through contract documents, government resolutions, 
memoranda of understanding and other available documents. We also compiled the 
feedback from public and private partners as well as operational issues in the 
management and functioning of partnerships in some cases. Table 2.1 provides a brief 
overview of the thirteen case studies.  
 
Though we do not present a detailed analysis of these partnerships here, we highlight and 
debate some key issues involved in PPP in the social sector in India. The case studies are 
analyzed under two main frameworks: operational issues in PPP and policy related issues 
in PPP.  
 
Contracting is the predominant model of PPP. The private sector is represented in the 
form of individual service providers, large hospitals and NGOs. Some partnerships dealt 
with simple agreements (catering services for Mid Day Meal Scheme) whereas other 
more complex agreements involved many stakeholders (NGO council represents several 
civil society organizations and it seeks involvement of community at large). Of the ten 
PPP case studies, most are specific to a geographical region, some partnerships benefit 
people in the entire state (Radiology services in the state of Bihar). 
 
While the forms of partnerships vary, there is little evidence to indicate the relative merits 
of any one form of PPP over the others. Little is known about the scope and coverage of 
the services under partnership with the private sector in India. There is a dearth of 
research indicating the institutional capacity of government agencies to design, negotiate, 
implement and monitor such partnerships. The current knowledge base is silent on 
subsidies, performance and quality of services under PPP, operational constraints, overall 
effect on the health system and the stakeholders’ perception on PPP. There is no clear 
consensus on the appropriate private sector involvement in healthcare or an appropriate 
policy towards the private sector. 
 
2.2 Lessons learnt from case studies 
 
We present below, our analysis of the case studies to understand the underlying factors 
that influences success (or failure) of PPP in the health sector in India. The learning from 
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2.2.1 Selection of Private Partners: This is a critical component for a successful PPP, 
but often neglected. Upgrading the existing urban family welfare services into urban 
health centres through a Government Resolution (GR) is an example. 
 
Most partnership projects we studied, point to the importance of prior negotiations with 
the potential partners. In some cases, prior experience of the agency was used as a basis 
for choosing the private partner. 
 
We suggest an invited or negotiated partnership in the health sector for selecting private 
partners, instead of a competitive process, since health projects are not commercially 
viable. The selection process adopted by the National AIDS Control Organization 
(NACO) is worth following for urban UHC (See Figure 2.1). The NACO guidelines 
highlight the assessment of previous experience of the private partner and a pilot test 
component before entering into long-term contract. We may not insist on pilot 
test/demonstration if a private party has a good record of providing health services. 
 
 
2.2.2 Enabling Circumstances: Clear vision and leadership of key people, relationships 
based on trust or compelling circumstances have triggered partnership initiative as 
against enabling circumstances created through policy pronouncements. 
 
Except in two partnerships, where the government chose to go through bidding, most 
partnerships reveal that the government and the private partner chose to consult each 
other before venturing into partnership agreements. 
 
There were also compelling circumstances and relationships based on trust that were 
critical in triggering partnership initiatives. For example, Ahmedabad Municipal 
Corporation (AMC) has been managing a Maternity Home and was facing several 
operational problems. An NGO called Karuna Trust, working for Polio in this area since 
long, came forward and volunteered to manage the Maternity Home. The trustees of this 
NGO worked hard to convince the political leaders and administrative heads of AMC and 
eventually obtained their approval to manage the Maternity Home. 
 
In case of policy pronouncements, partnerships with the private sector tend to be more 
successful if the policy is built around the lessons from previous experiments. For 
example, in Gujarat, state level policy on public private partnership for Chiranjeevi 
Yojana was framed after launching a pilot project in five districts of Gujarat. Pilot project 




2.2.3 Serving the Poor and vulnerable: In the absence of any formal Monitoring & 
Evaluation system, it is not possible to verify the extent of benefits to the poor and 
vulnerable sections of the society under PPP even if the partnership gives special 
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Difficulty also arises in identifying the real BPL families. There are no uniform 
procedures adopted for the identification and verification of authentic BPL beneficiaries. 
Decisions about who qualifies as BPL patients are often left to the interpretation of the 
service providers. There are exceptions like the Chiranjeevi Yojana in Gujarat designed 
for BPL women, which authorizes the local government officers to verify the BPL status. 
 
 
2.2.4 Roles and Responsibilities of Partners: All partnerships we studied give us a 
general impression what responsibilities each actor, public and private, typically assumes 
in PPP. We found that in most partnerships, public sector is committed to providing 
physical infrastructure in the form of building, equipment, supplies, access to electricity, 
water and drainage. In most cases, private sector commit service provision to the target 
population, selection and recruitment of appropriate staff, maintaining the physical 
infrastructure provided by the public sector, and provides information to the public sector 
in the form of reports and account details. 
 
There is a lack of clarity about the roles and responsibilities of all partners. Inability of 
the government to provide committed resources (finance, staff, medicines, equipment 
purchases and repairs) in time, and recurrent funding shortfalls severely constrain the 
service delivery by the private sector. There are indications which suggest that the public 
sector tends to treat ‘for-profit’ organizations better than ‘not-for-profit’ organizations for 
grant or budgetary support. 
 
 
2.2.5 Performance Monitoring: Monitoring and Evaluation, which is central to 
performance monitoring, remain neglected by the public and private sectors. Periodical 
statutory reporting is mandatory, but not continuous monitoring of the performance. 
 
Most partnerships we studied mention the monitoring mechanisms but do not actually 
provide specific details of performance monitoring. Performance indicators are not 
mentioned in most agreements. This a serious concern, since outcomes of the partnership 
may severely get affected in the absence of performance monitoring. Therefore we 




2.2.6 Managerial Capacity: While it is known that the public sector lacks management 
capacity, the same is true for the private partners as well. Managerial capacity of the 
private sector is important especially when they have to manage the resources given by 
the government to deliver services, efficiently and effectively. 
 
We recommend an assessment of the managerial capacity of NGOs as a part of the 
selection process and if needed to add a managerial training component in the agreement. 
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State Department of Health and Family Welfare has formulated detailed agenda for 
Health Sector Reforms. The Gujarat Infrastructure Development Board (GIDB) has the 
overarching role of enabling PPP in the state through the Gujarat Infrastructure 
Development Act. GIDB’s technical and managerial capacity helps Department of Health 
& Family Welfare to enter into meaningful partnerships which is evident from the 
breadth and depth of Model Contract GIDB has prepared for involving private sector in 
managing District Hospitals in Gujarat.  
 
 
2.2.7 Quality of Services: Poor M & E leads to neglect of service quality. Most 
partnerships do not specify minimum service standards as a part of partnership 
agreement. Nor do they specify any mechanism to monitor the quality standards. In 
exceptional cases, some preliminary parameters of service quality are included such as 
maximum allowed time to resume services in case of break-down of equipment (case of 
radiology services in Bihar). 
 
 
2.2.8 Degree of Autonomy: Private partners enjoy a certain degree of freedom to take 
day-to-day operational decisions without cumbersome bureaucratic processes. They also 
enjoy some autonomy due to poor supervision by the public sector. 
 
We suggest providing autonomy to the private sector for additional services which they 
might be willing to provide if they are not conflicting with the core activities. Or adding 
value to the original set of services. For example, Karuna Trust was permitted to provide 
other medical services from the maternity home which helped gaining popularity 
amongst the population. 
 
 
2.2.9 Term length of Agreements: Partnership arrangements vary from 2 to 10 years, 
though most partnerships are on a short-term contract. We suggest a medium-term of say 
5 years, so as to provide reasonable time for the private partner to perform and 
demonstrate a sustainable PPP. As against long term contracts, short term contracts also 




2.2.10 Dispute Resolution Mechanism: Most partnerships are legal contracts and 
disputes can be resolved in court, which would be very lengthy and unpleasant situation 
for all partners. We therefore suggest a mechanism, such as a Management Committee of 
all stakeholders, to resolve disputes. 
 
 
2.2.11 Exit Mechanism: Notice period for withdrawal from PPP is an important 
component.  It is necessary to provide enough time for the public sector to select a new 





Page No. 9  W.P.  No.  2007-09-03   IIMA  y  INDIA 
Research and Publications 
 
2.3 Our recommendations 
 
There are several issues both at policy level and operation level that need careful 
examination to establish relative efficiency of one mode of partnership over others. Some 
of the questions to be answered are: 
 
•  How partnerships could be designed to target and benefit the poor? 
 
•  What is the institutional capacity of both public and private sector to manage a 
partnership? 
 
•  What are the conditions for successful partnership? 
 
•  How to ensure that the poor actually benefit? 
 
•  Who should do what? Responsibilities and commitments of each partner. 
 
•  Level of incentives and disincentives. 
 
•  What performance indicators should be used? 
 
•  How to monitor the functioning of partnership? 
 
 
The National AIDS Control Organization (NACO) of the Government of India has 
outlined a detailed process for bidding, selecting appropriate partner NGOs, and 
monitoring their performance for service delivery. We strongly recommend the NACO 
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•Field Verification by Multidisciplinary GSACS Team  
•Consultation with Local Government Officials 
•Bankers 
•Community & Local Leaders 
5 Months Contract for Need Assessment  
•Training for preparing a project proposal 
•Contract for baseline survey and Need Assessment 
        Scrutiny of Proposal 
Service Contract for 3 Years subject to approval every year 
•Staff Recruitment with Joint Selection Committee 
•Exposure Visits and training for 5 days 
•Performance Review  by GSACS after every six months 
•External Review every year 
•Monthly, Quarterly & Annual Reporting to GSACS 
Invitation through Advertisement by GSACS   IIMA  y  INDIA 
Research and Publications 
Table 2.1 Case Studies: Public Private Partnerships in Social Sector in India 
  Document 
Title 
Objectives Nature  of
Partnership 
  Selection 
Process 











To ensure timely 
and cost effective 
radiology services 
at government 









Government of Bihar 
doesn’t provide any 
grant but provides right 
to levy fixed user 
charges.  
IGE Medical Systems 
pays rent for each 
facility to Government 
of Bihar on monthly 
basis. 
Monitoring is done by the 
Rogi Kalyan Samiti of 
each facility 
 





at market rates. 
Penalty on per 






services at each 
government 
facility with 
demand risk and 
maintenance of 
facilities retained 








To provide and 
develop mobile 
medical services 











Government of Bihar 
provide grant through 
District Health 
Societies on monthly 
basis on production of 
claims and vouchers 
By Medical Officer In 
Charge, Civil Surgeon on 
daily basis and District 
Magistrate, head of 
District Health Society 
would monitor activities 
on daily, weekly and 
monthly basis. State 
Health Society of Bihar 
would monitor the overall 
contract especially the 
financial commitment of 
Rajbhra Consultants Pvt. 
Ltd. time to time and 
evaluate the performance 
at the end of the year. 
Government 
would not pay in 
case of failure to 
fulfill the
contract terms. 
No payments in 
case of break 
down for more 




services in the 
remotest villages 
of all districts of 




well as recurring 
expenditure at 












services to slum 
population in 










Government of Assam 
provides grant for 
capital support as 
decided in action plan 
and allows levying 
fixed user charges 
 
Monitoring is done by the 
official of Health & 
Family Welfare 









and child health 
services to urban 
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control services to 
slum population 
in Vasna ward of 
Ahmedabad city 









District TB Control 
Society of Ahmedabad 
provides grant to 
SAATH. 
 
Monitoring is done by the 
District TB Control 




To increase the 
outreach of TB 
treatment with 









To provide AIDS 

















grant to SAATH in the 












To increase the 



















schemes for the 
efficient delivery 
of civic services 










of Greater Mumbai 
funds the activities, 
events, meetings etc. to 
enable the citizens to 
participate in planning 














































Government of Gujarat 
will pay grants 
annually in two 
installments which is 
decided at the time of 
entering into contract 
subject to fixed 
percentage increase 
year over year. 
 
Performance review will 
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3. Urban Health Services: Analysis of Existing PPP Arrangements 
 
3.1 The existing scenario 
 
The existing Vasna UHC is situated on the second floor of the Akhand Jyot 
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The current Vasna UHC managed by Akhand Jyot Foundation in its Paldi building 
provides the following services, as mandated by AMC (see Exhibit 1). 
 
1.  Birth and Death Registration 
2.  Registration for the eligible couple and Family Welfare Services –temporary and 
permanent  
3.  Registration of the Pregnant women, antenatal care, and postnatal care and find the 
high risk pregnant women and provide them referral services 
4.  Primary health care for all the diseases through general OPD 
5.  Distribution of the vitamin-A and iron folic acid pills 
6.  National Health Programs:  Revised National T. B. Control Program 
School health, Leprosy 
Malaria – Dengue Control  
   Sexually  Transmitted  Disease  Control 
7.  Notification and control of infectious diseases 
8.  Health Education 
9.  Laboratory Services: Blood test,  Urine test, Hepatitis, infectious diseases  
10. Immunization:   Every Monday, Wednesday, Friday at the facility 
Every Tuesday, Thursday, and Saturday in the community 
11. Surveillance:  Neonatal Tetanus, Polio, TB, Measles, Diphtheria, Leprosy,  




A large room 20 ft by 20 ft with 6 workstations provides the above services. The Medical 
Officer and the Lady Health Visitor sit on adjacent tables to see patients for medical and 
RCH services. Adjacent to the LHV’s table is a curtained area of about 8 ft x 8 ft 
examination room. Next to this is the laboratory section with one table and one chair. 
There are two tables for the MPWs and one for the clerk cum accountant.  
 
The limited infrastructure hampers a smooth functioning of the UHC (see Figure 3.2) and 
adversely affects the service delivery. 
 
•  Location in the 3
rd floor makes access difficult for pregnant women  
 
•  No privacy in the examination room 
 
•  Aseptic techniques cannot be practiced in the space allocated for the laboratory 
 
•  Most of the records are bundled in an unorganized manner making it inaccessible 
when needed. Such poor management of information system leads to delayed delivery 
and irregular follow-up of therapy protocols 
 
•  In terms of amenities for patients and staff, the center has shared amenities such as 
drinking water, toilets etc. with other users of the building  A  y  INDIA
Research and Publications 
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Figure 3.2 
The Urban Health Center  
 
The UHC is a single (20ft X 20ft) room. This room accommodates the Doctor, the examination room, the laboratory, storage (including 
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3.3 Utilization of UHC Vasna 
 
Average number of patients attending the OPD is around 15-20 /day in peak periods 
like monsoon. Percentage of women using RCH services in proportion to the 
population is below 10% of the target age group
1. Only 40 % of the pregnant women 
register for ANC services, and 75 % receive all 3 ANC checkups. While 75 % of he 
registered women received the TT1 and TT2 doses, only 10 % received the Booster 
dose. About 15 % of ANC registered women receive treatment for anemia, and 50 % 
of the registered women are given prophylactic treatment 
 
 
3.4 Human Resources at UHC 
 
Staff for the current Vasna UHC at Paldi is drawn from three different organizations: 
(i) AMC, (ii) Reproductive and Child Health (RCH) Society, and (iii) the Department 
of H & FW, Government of Gujarat.  
 
 
In Table 3.1, we present the staff position under each of these organizations. Many 
posts of MPWs under the RCH Society are lying vacant, while no post of MPW is 
vacant under the Dept of H&FW, GoG. Lack of job clarity for the MPWs  lead to 
delays in service delivery and preparation of statutory reports. There is an urgent need 
to develop a coherent HR policy for UHCs.  
 
 
The Akhand Jyot Foundation (service NGO) has been providing FW services under 
the Central Government FW program since 1967. Akhand Jyot Foundation and other 
similar NGOs were brought under the Central Government’s Urban Health Project
2, a 
few years ago.  
 
 
SAATH, a local active NGO in the Vasna Area provides community link services. 
The GoI letter mentioned above authorizes the RCH society to fund MPW sans Link 
workers, since the original FW program has no provision for MPWs or Link workers.  
 
 
The presence of two NGOs (one for managing the UHC and the other for link 
workers) does not seem to be working well. The coordination between the two NGOs 
needs considerable strengthening in order to provide community need based services. 
 1 In the year 2005-06, the number of Eligible Couples in Vasna is estimated at 17, 600. The Birth Rate 
of Ahmedabad is 2.26.  The target set by the AMC for ANC Registration was 2,546. However, only 
1,231 ANC cases were registered. Thus, only 48.35% of the target set by the AMC is met.  
 
2 Letter and Guidelines from Government of India to all State Health Secretaries for formulating Urban 
Health Project Proposal, February 2004. 
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April 1 0 101 0 2 0 00001 11110 73
May 1 0 101 0 2 0 10111 11111 73
June 1 0 101 0 2 0 10111 11110 73
July 1 0 101 0 2 0 10101 11110 74
August 1 0 101 0 2 0 10101 11110 74
September 1 0 101 0 2 0 10101 11110 74
October 1 0 101 0 2 0 10101 11110 75
November 1 0 101 0 2 0 10101 11110 74
December 1 0 101 0 2 0 10101 11110 74
January 1 0 101 0 2 0 10101 11110 74
February 1 0 101 0 2 0 10101 11110 76
March 1 0 101 0 2 0 10101 11110 73
Vacancy (Man-
Days)
* Post Created Effective from May 2005




Dept. of H & FW, GoG Ahmedabad Municipal Corporation The RCH Society
06 0 0
Staff Strength in Vasna UHC: 2005-06
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3.5 Drugs and Equipments 
 
The clinic drug supply is based on the minimum use/minimum supply principles. Though 
the CMSO list for an Urban Health Center includes 70-80% of all Essential Medicines 
List recommended by WHO for countries with limited resources in the tropics, many of 
the basic drugs necessary for primary health care are not available at all times. It is 
necessary to strengthen the coordination between CMSO and UHCs in order to ensure 
availability of drugs at all times. 
 
Laboratory equipments are used in an office setting as there is no special provision for 
laboratory (See Figure 3.2). The sterilizer is obsolete and under repair. A new autoclave 
with a new dressing set has been requested. Maintenance coverage of equipment is not 
satisfactory. 
 
Supply of Biomedical waste bags required for disposing biomedical wastes is very 
irregular, raising social concerns on the management of biomedical waste. 
 
3.6 Financial Resources for UHC 
 
The pattern of giving grant to the Vasna UHC was studied in detail through the account 
registers that are maintained by the service NGO (the Akhand Jyot Foundation). Two 
types of Grants are received from the Government of Gujarat; one for the staff salaries 
while the other is received for patient compensation. Recurrent funding shortfalls have 
led to delays in the disbursement of salaries and patient benefits. We display below the 
impact of delayed receipt of grant on patient benefits. 
 
Patient Compensation: A sum pf Rs. 195 is paid to each patient adopting family 
planning techniques and a sum of Rs. 25 is paid to the surgeon providing these services.  
It can be seen from Figure 3.3 that no patient compensation was given for a few months 
owing to delays in the receipt of grants for patient compensation. 
 
Figure 3.3 
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3.7 Monitoring and Evaluation System 
 
Current information system within a UHC is based on collection of information at facility 
as well as in the field. Entire UHC staff maintains various types of registers. Health 
reports are prepared by AMC based on such registers generated monthly, quarterly and 
annually by the UHCs in all wards of AMC. Data is collected on a monthly basis from 
each ward and is compiled by the Family Welfare Officer for the entire city of 
Ahmedabad, which is then sent to the Gujarat State Family Welfare Department, and the 
State RCH Society. These reports primarily provide information on service delivery 
statistics and have data on various reproductive and child health indicators.  
 
Health Management Information System (HMIS) in AMC is based on the National 
Information System suggested by the Ministry of Health & Family Welfare. The Urban 
Health System primarily focuses on Reproductive and Child Health Program (RCH II). In 
the existing Urban Health MIS, input documents are maintained as daily diaries and 
various other registers. Process Documents are maintained as separate registers for each 
service under RCH. Output Documents are in the form of Reports generated at various 
levels. The current Information flow in Urban Health System of AMC is shown in Figure 
3.4. 
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We recommend that the paper based system of data recording and preparation of reports 
be replaced by a computer bases MIS. 
Stock register updated by MO and LHV and Birth and Death Reg updated by RBD clerk daily 
Monthly Reports: MO and LHV compile data for the entire ward Reports 1-15: Ref Exhibit 2b 
Daily Registers:  MPWs prepare: Registers 2-5: Ref Exhibit 2a 
Lab technician prepares Register 6: Ref Exhibit 2 a 
Daily Dairies: Link workers make notes in Daily Dairies about 
their assigned population: Registers 1 (a, b, c). LHV and MO 
make notes in the OPD Register 9. Ref: Exhibit 2a 
Slum pockets and slum households – point of origin of data on 
Reproductive and Child Health 
Family Welfare Officer compiles data for the whole year on the basis 












Quarterly Report: MO and LHV compile data for the entire ward  
Report 16: Ref Exhibit 2b
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4. Design, Development and Implementation of a PPP for Effective 
Urban Health Services: The case of Vasna UHC 
 
4.1 Design and Development of a model PPP 
 
Given the poor availability of government health facilities, and the presence of a large 
number of private health facilities in urban areas, we have brought together compatible 
public and private partners to plan and deliver quality healthcare services to meet the 
community needs. Formalizing this requires conceptualising a framework for Public 
Private Partnership (PPP) to manage the UHC. Establishing a PPP requires a legal 
framework acceptable to all the partners, clarity on the commitment of resources, roles 
and responsibilities of each partner, as well as accountability to provide a given set of 
services at a desired level of quality and affordable user charges. 
 
We discuss below our PPP Model for Vasna UHC. Based on our analysis of we have 
developed after a detailed study of urban health in Vasna ward (Ramani, 2006). 
 
GCS will construct a UHC in Vasna, next to its Community Oncology Centre (COC) as 
per the government norms and hand it over to AMC.  
 
GCRI will offer its investigation services to UHC patients at GCRI rates, which are lower 
than AMC hospital rates 
 
AMC will provide all the necessary resources as per government circular for UHCs 
 
The current Service NGO, namely AJF, will shift its UHC operations from Paldi to the 
new location of Vasna UHC in GCS compound 
 
The current, field NGO, namely SAATH, will continue to provide community link 
services to Vasna UHC  
 
Figure 4.1    














Mother NGO for   Construction of 




Field NGO for Community 
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4.2  Implementation of the  PPP for Vasna UHC 
 
 
4.2.1  MoU between AMC and GCS: The Gujarat Cancer Society in the Meeting of its 
Governing Council held on January 7
th, 2006 approved our proposal and assured its 
support in the proposed PPP. (See Exhibit 3) This meeting was chaired by His 
Excellency, the Governor of Gujarat, in his capacity as the President of the Gujarat 
Cancer Society. 
 
The Standing Committee of AMC, in its meeting on April 27
th, 2006 approved the 
construction of Vasna UHC by GCS in its Vasna compound and hand it over to AMC. 
(See Exhibit 4) AMC will be responsible for providing UHC services for Vasna 
community through a mother NGO and a field NGO. A Management Committee will be 
set up consisting of representatives from AMC, GCS, Indian Institute of Management 
Ahmedabad, mother and field NGOs, as well as local representatives to plan and monitor 
the service delivery from the Vasna UHC. 
 
Subsequently, the AMC Board, in its meeting held on June 23
rd, 2006 endorsed the 
recommendations of the AMC Standing Committee. A Memorandum of Association 
(MoA) has been signed to the above effect between AMC and GCS (See Exhibit 5). GCS 
will, in turn request GCRI to provide investigation services, while AMC will oversee the 
health service delivery through mother and field NGOs. 
 
 
4.2.2  Contract between AMC and Service provider NGO: Establishing a Public 
Private Partnership for service delivery from UHC is a two step process: Selection of a 
suitable partner NGO and then a legal agreement for service delivery. 
 
Step 1: Selection of Service NGO: The first step in this process is the selection of NGOs, 
while establishing a PPP for UHC. Such a selection should be through a bidding process. 
The selection criteria would include an assessment of the technical capacity of the NGOs, 
past experience with similar activities, relative standing of NGOs in the wards, and so on. 
We suggest that AMC follows the National AIDS Control Organization (NACO) 
guidelines for the selection process of NGOs. We have modified the selection process so 
as to meet the AMC needs for selecting suitable NGOs for PPP. (See Exhibit 6) 
 
This step may be waived by AMC if an NGO which is already providing UHC services 
satisfactorily in Ahmedabad is willing to serve the new UHC. Accordingly, AJF was 
selected as Service NGO for the new Vasna UHC. 
 
Step 2: Contracting with Service NGO:  The second step is to enter into a contract for 
service delivery between AMC and the NGO. Based on our learning from the several 
case studies, we formulated a model contract between AMC and Akhand Jyot Foundation 
(AJF) for managing the new Vasna UHC. Note that AJF is currently a UHC service 
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of the draft agreement. We discussed several aspects of ensuring service quality for urban 
poor in the ward and proposed mechanisms to address the concerns of both parties, taking 
into account the community needs. The role, responsibility, and accountability of AMC 
and AJF in the provision of good quality primary healthcare services were clearly spelt 
out. Subsequently, IIMA facilitated a meeting between both the parties to negotiate the 
formal contract. IIMA played the role of a facilitator in discussing the contract to ensure 
the sustainability of PPP and taking an unbiased view from the perspective of patients 
and communities’ welfare (See Exhibit 7). AMC has since entered into formal contract 
with AJF for managing the Vasna UHC. (See Exhibit 8).  
 
4.2.3  Contract between AMC and Filed NGO: At present, there is a formal 
agreement between AMC and Filed NGO (see Exhibit 9). We found it satisfactory for 
providing community link services to Vasna UHC. However, there are certain 
observations in order to make it more sustainable: 
 
The link worker scheme currently covers expenses for community link workers but there 
is no provision for a position for managing these link workers. There is need for one 
position at managerial level for supervision, performance monitoring and generating 
reports.  It is therefore worthwhile to introduce such a position in the current agreement. 
AMC is also aware of this requirement and our proposal is under consideration. 
 
4.2.4 Capacity Building: IIMA held a training program for all UHC staff in Ahmedabad 
including the staff at all levels for the new Vasna UHC. This program was aimed at 
capacity building to manage the UHC under the new PPP arrangement, which offers 
comprehensive primary health services, including investigations (lab and radiology 
services) for the first time in India.  
 
4.2.5 Management Committee Meetings: The Management committee has met twice to 
discuss the details of managing the UHC under the new PPP (Exhibit 10 and Exhibit 11). 
 
 
4.3  Recommendations: 
 
HR Management: As mentioned in the earlier section, the Staff for the UHCs is drawn 
from three different organizations: (i) AMC, (ii) Reproductive and Child Health (RCH) 
Society, and (iii) the Department of H & FW, Government of Gujarat. Some MPWs are 
appointed by the RCH Society and some by the Department of H & FW, Government of 
Gujarat. It may be better if staffs with the same designations are not appointed by several 
departments. 
 
The role of RCH Society (Mother NGO) as articulated in the NACO guidelines should be 
followed in UHCs as well. 
 
After several discussions with all the stakeholders, we realize that it would be better to 
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burden of managing partnerships for the public sector (AMC) and also reduce the lack of 
coordination between two NGOs for essentially interlinked activities in the field and 
facility (See our comments earlier section). We have proposed to incorporate this concern 
in new partnerships that AMC may enter in future. 
 
We recommend having only one NGO for both community link services and managing 
the UHC so as to facilitate a well coordinated effort to improve the urban health service 
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5. Conclusions 
 
The new Vasna UHC in the GCS compound, Vasna was inaugurated by the Chief 
Minister of Gujarat Shri Narendra Modi on July 23, 2007 (Figure 5.1). The inauguration 
by the CM has helped galvanize the political will to improve the urban health services. 
As a result, the State Department of Health and Family Welfare has requested IIM 
Ahmedabad to extend the Vasna Model throughout Gujarat state. 
 
Figure 5.1 




Prof. K V Ramani with Mr. Amit Shah (Mayor AMC), Mr. Narendra Modi (Chief 
Minister of Gujarat), Mr. Ashok Bhat (Health Minister of Gujarat) and Dr. Pankaj Shah 
(Director, GCRI) at the Inauguration Ceremony of the Vasna UHC.  
 
For any successful PPP, it is essential that each partner respects the contributions from all 
other partners, as each partner offers complementary skills. No single partner should ever 
assume higher importance over others. It is also necessary to frequently monitor the 
performance of the UHC service delivery. The role of IIM Ahmedabad in  the Vasna 
UHC Management Committee is therefore very crucial in sustaining the PPP 
arrangements between the partners in ensuring improved services to meet the community 
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This UHC is now serving about 100 OPD patients cases every day, which used to be an 
average monthly load in its earlier location at Paldi (Figure 5.2). 
 
Figure 5.2 





Unfinished Tasks: It is necessary for the ward officers in charge of sanitation, malaria 
control etc to co-ordinate their work with the UHC. The disease profile of the ward and 
epidemic mapping has not yet started. Many para medical services such as physiotherapy, 
dental care, eye care etc. are not part of the UHC so far. Provision for such additional 







Discussion are underway with AMC to extend the Vasna UHC (Tier I model of OPD 
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Exhibit 1a 
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 Exhibit 1b 
AMC Circular on UHCs (Translated into English) 
 
The URBAN RCH SOCIETY 
CHARITY TRUST NO. 9825   DT. : 30-12-03. 
 
OFFICE ADD. : City Family Welfare Bureau, Dinbai Tower; Mirzapur Road, Ahmedabad. 
 
CHAIRMAN        SECREATARY 
Shree R. K. Tripathi I.A.S.                    Dr. P. K. Makwana 
Municipal Commissioner,             Medical Officer of Health, 
Ahmedabad Municipal Corporation     Ahmedabad  Municipal 
Corporation 
 
Ref.  No        Date:  02-04-04 
 
To, 
1.  Family Welfare Officer 
2.  RBD 
3.  DTO – RNTCP 
4.   PM – AIDS – Control Society. 
5.  DYHO Malaria. 
  
Under the Urban RCH project Urban Health Centers are started in 43 wards from dt.1-03-
04. The services mentioned below will be provided through urban Health Center to the 
citizens out of which certain services are relevant to your department.   
 
1.  Registration for Birth and Death (RBD) 
2.  Registration of eligible couple and Family planning  Services—Permanent and 
Temporary (FW) 
3.  Registration of Pregnant women, Antenatal Care, Natal and Post natal Care, and 
to identify the complicated cases and to provide referral services. (FW) ICDS. 
4.  Medical Treatment for Pneumonia, Diarrhea, Diarrhea- Vomiting, fever, and STD 
– RNTCP. 
5.  Distribution of Vitamin A & Iron and Folic Acid Tablets- (FW) ICDS. 
6.  Implementation of National Health Programs:  
a)  Revised national T. B. Control Program—(DTO- RNTCP) 
b)  Leprosy, School Health—(FW) 
c)  Malaria- Dengue prevention, to collect blood samples in case of fever, and 
send to laboratory for investigation immediately and to provide treatment. 
d)  Sexually Transmitted diseases ( AIDS CONTROL SOCIETY) 
      7.   Notification and control of contagious diseases.  
8.   Health Education 
9.   Immunization 
10. Surveillance—Neonatal Tetanus, AFP, Measles, Diphtheria, T.B., Leprosy, 
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        Reasons for death of Infant between 0-1 yrs. 
    Reasons for death of pregnant women. 
11)  To create environment to stop home deliveries 
 
Impart Health education and bring  public awareness and  to convince  and bring 
beneficiaries as children, pregnant mother, eligible couples, suspected T.B. cases, 
Suspected  STD, Malaria Dengue, Leprosy, Cataract  cases to the  health center for  RCH 
and  medical services. It is strongly recommended to work in coordination to create such 
an environment that no single beneficiary is left out from the RCH and medical services. 
In order to achieve this, the survey for beneficiaries and suspected cases should be 




FW, Malaria, RBD, IMMUNISATION, RNTCP, AIDS Control Society, ICDS   
staff should give support to NGOs  and to visit 43 UHC and  provide guidance and 
monitoring of medical and paramedical staff.  
 
 
It is informed to RCH, ICDS, RNTCP AND AIDS Control Program under which 
services are provided by the NGO’s and there staff should work in coordination with 
Urban Health Center Medical Officer and paramedical staff to create the environment for 
bringing the suspected patients and beneficiaries to Urban Health Center for RCH and 
medical services from their allotted population and area through Health education and 
public awareness. 
 
             - S d -  
       (   D r   P .   K .   M a k w a n a )  
                 Health  Officer, 
         &  Secretary  RCH  society. 
 
C.C  to  
 
1)  Addnl . MOH ( East Zone) 
2)  Addnl. MOH (Central Zone), 
3)  Dy  H.O. ( North Zone ) 
4)  Dy  H.O. ( South Zone), 
5)  Dy  H.O. (West Zone) 
6)  M.O. 43 Urban Health Center, 
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 Exhibit 2a 
Input Documents of HMIS 
 
Register No   Register Name  Prepared by 
Register 1 (a)  Daily Dairy  L. W. 
Register 1 (b)  Daily Dairy  M. P. W. 
1 
Register 1 (c)  AMC : Malaria Dept (SF-2)  LW / MPW 
2  Register 2 (a) & 
Register 2 (b) 
Eligible Couples Survey Register  LW  / MPW 
Register 3 (a)  Male / Female Operation Register.  MPW 
Register 3 (b)  Copper T Register  MPW 
Register 3 (c) 
 
Oral Pills Register  MPW 
 






Register 3 (e)  MTP Register  MPW 
 
4 Register  4  Maternal  Care Reregister  MPW 
5  Register 5  Child Care and Immunization  MPW 
6  Register 6  Malaria Register Lab  Technician 
7  Register 7  Stock Register  LHV and MO 
8  Register 8  Birth and Death Register  RBD Clerk 
9  Register 9  OPD Register  LHV and MO 
10  Register 10  Vaccine Camp  LHV and MO 
11  Register 11  IEC Register  LHV and MO 
12  Register 12  Green Card Register   LHV 
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Exhibit 2b 




Report Name  Prepared By 
Report 1  Green Card Report  L.H.V 
Report 2  Monthly Report of MPWs  L.H.V 
Report 3  Family Planning Technique Report  L.H.V 
Report 4  Form -8  L.H.V and M.O 
Report 5  Categorization of Sterilization and Copper –T 
( according to G-form) 
L.H.V 
Report 6  Monthly Report on Oral Contraceptive Program  L.H.V 
Report 7  P2- Nirodh Information of Stock  L.H.V 
Report 8  CSSM & FW Services Report  L.H.V 
Report 9  Universal  Immunization Program. Monthly 
Urban Center Performance Report 
L.H.V 
Report 10  Malaria Report  L.H.V 
Report 11  Infant Mortality Report  L.H.V 
Report 12  Monthly Report of Link Worker  L.W. 
Report  13  Monthly Report On RCH Involvement 
Activities. 
L.H.V 
Report 14  OPD Case Report  L.H.V and MO 
Report 15  Public Awareness Report  L.H.V and MO 
Report  16  Quarterly Report On Performance of Urban 
Family Welfare Centers submitted to State Unit. 
L.H.V and MO 
Report 17  Report of Urban RCH Centres for the Year  F.W.O A  y  INDIA 
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Inputs  Process  Outputs 
Green Card Register   13  R1 Green Card Report 
Daily Diary 1b  2b, 3a, 3b, 3c,3d, 3e, 4, 5  R2 MPWs Monthly Report 
Daily Diary 1a, Daily Diary 1b  2a, 2b, 3a, 3b, 3c, 3d  R3 Family Planning Techniques Report 
Daily Diary 1a, Daily Diary 1b  3a, 3b, 3c, 3d, 3e, 4, 5, 7, 8  R4 Form 8 
Daily Diary 1a, Daily Diary 1b  3a, 3b  R5 Categorization as per G form 
Daily Diary 1a, Daily Diary 1b  3c, 7  R6 Oral contraceptive report 
Daily Diary 1a, Daily Diary 1b  3d, 7  R7 Condoms Report 
Daily Diary 1a, Daily Diary 1b, OPD Register 9  4, 5, 9   R8 Child Survival and Safe Motherhood Report 
Daily Diary 1a, Daily Diary 1b, OPD Register 9, Vaccine Camp 
Register 10 
4, 5, 9, 10   R9 Immunization Report 
Malaria Register  6  R10 Malaria Report 
Daily Diary 1a, Daily Diary 1b  5  R11 Infant Mortality Report 
Daily Diary 1a, Eligible Couples Register 2a  1, 2a  R12 Link Workers’ Monthly Report 
OPD Register 9  9  R13 RCH Involvement Activities Report 
Form 8  Form 8  R14 Quarterly  Report 
OPD Register 9  9  R15 OPD Report 
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Exhibit 3 
Minutes of the meeting held on January 7th, 2006 
 




Pandit Shri Nawal Kishore Sharma H.E. the Governor of Gujarat & President, GCS 
Shri Arvind Narottam Vice President, GCS & Executive Chairman 
Shri Amarjit Singh, IAS Commissioner of Health Services 
Shri Deepak Navnitlal, Vice President, GCS 
Shri Anil R. Bakeri, Vice President, GCS 
Shri Prashant Kinnarivala, General Secretary, GCS 
Dr. Pankaj M. Shah Hon. Director, GCRI 
Shri Kshitish Madanmohan, Secretary, GCS 
Smt. Bhartiben Parikh, Treasurer, GCS 
Shri Kaushik D. Patel, Treasurer, GCS 
Dr. Shilin N. Shulkla, Joint Secretary GCS 
Dr. Kirti M. Patel, Joint Secretary, GCS 
Dr. N L Patel, X-Director GCRI 
Shri. Amrish H. Parikh, Member GCS 
Prof. K. V. Ramani, IIM Special Invitee 
Shri. BharatBhai Kshatriya, Member GCS 
Smt. Padmaben JayKrishna, Member GCS 
Shri. Sudhirbhai Nanavati, Legal Advisor 
Shri, Chandra Vardhan R. Patel, Member GCS 
Shri Dilipbahi Sarkar, Member GCS 
Shri N.T Chavda, Hospital Administrator GCRI & Member GCS 
Smt. Zarine Naushir Cambatta, Member GCS 
Shri. V. J. Shah, Statutory Auditor, CC Chokshi and Co. 
Shri. Yogesh Shah, Income Tax Consultant, CC Chokshi and Co. 
Shri. Bipin M. Shah, Internal Auditor, Shah Brothers 
Shri Malav J. Shah, Member GCS 
Smt. Madakini P. Bhagwati, Member GCS 
 
Relevant Excerpts on UHC for Vasna: 
 
Dr. Pankaj Shah Hon. Director, informed about the “Urban Health Project” and requested 
Prof. Ramani to dive details. Prof. Ramani explained the importance of the project and 
the role played by GCS, GCRI, Ahmedabad Municipal Corporation and other non-
government organizations. He also explained the benefit received from this project by 
poor and needy people of surrounding areas of Vasna and gave reasons of selecting 
Community Oncology Center Vasna for this project. 
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1.  Building for Urban Health Centre should be built by Gujarat Cancer Society at its 
own cost on specified land which should have minimum six rooms including 
laboratory, water, doctor’s room, patient’s waiting room, visiting room and 
medicine store etc. all facilities available and should be handed over to AMC to 
run the UHC. 
2.  Name of the Urban Health Center: Vasna Urban Health Center,  
      Run by AMC and Gujarat Cancer Society (donor’s name) 
3.  In this UHC, beneficiaries should be provided Mother and Child welfare services, 
RCH services, Family planning, medical services as per Central Govt., State 
Govt. and AMC guidelines as well as National Health Programmes should be 
carried out as per the changes made time to time. 
4.  AMC can use this building on its own or through NGO to run the Urban Health 
Center. 
5.  All laboratory investigations provided in Urban Health Centers should be made 
available to citizens as per the AMC rules and prevailing charges and apart from 
this, other laboratory investigations, X-Ray and other medical facilities will be 
made available to citizens by Cancer Hospital Vasna as per their prevailing 
charges. 
6.  This contract is valid for ten years. After that period of contract can be increased 
by both the parties’ consensus. 
7.  Building is for Urban Health Centre purpose and should not be used for any other 
purpose. Hence there is no relationship of landlord and tenant between both 
parties and no such relationship would exist in future.  
8.  This property should be utilized in direct possession with cooperation nand both 
parties should use the property with mutual understanding and cooperation. 
9.  In any circumstances of evacuating the property by either of the parties, they  can 
do it with the three months prior notice. 
10. Gujarat Cancer Society should be given grant of Rs.5000/- per month. Electricity, 
telephone, property tax and related maintenance expenses should be bourn by 
RCH Society or AMC. 
11. If there is any need to modify or construct the building other than the plan which 
has been approved for UHC, it can be done with both the parties consensus after 
getting approval of Department of Town Development. 
12. To run the Vasna Urban Health Center one committee should be formed in which 
Mayor, Municipal Commissioner, Deputy Municipal Commissioner (Health), one 
elected municipal Councilor of Vasna ward, two persons from Gujarat Cancer 
Society, two persons from IIM Ahmedabad and one member of NGO to whom 
activities of RCH urban health center is given. They will meet regularly and will 
give necessary instructions and guidelines for the activities. 
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For this building, water and drainage facilities will be given by Municipal Corporation 
free of cost. 
Exhibit 5 
MoU between AMC and GCS 
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Exhibit 6 
Selection process for UHC: adaptation of NACO guidelines to AMC 
 
With the help of the NACO Guidelines, GSACS entered into a contract agreement with 
CASP to act as mother NGO. In accordance to the NACO Guidelines, CASP is 
responsible for selecting, monitoring and evaluating NGO’s.   
We suggest a similar model for AMC. The AMC has engaged the Urban RCH Society as 
the mother NGO. 
 
 
Stepwise Selection Process: Proposed guidelines for AMC based on NACO Model 
 
 
Particulars NACO  Guidelines  Proposed Guidelines for AMC 
Invitation    CASP runs the Project 
Support Unit for the state of 
Gujarat and invites NGO’s 
to provide services. 
Currently the AMC invites the 
NGO’s to provide services. 
 
We suggest the RCH Society 
to take over the responsibility 
of advertising and selecting 
NGO’s that would provide 
services in each ward. 
Expression of 
Interest 
NGOs express their interest 
in providing particular 
services in particular area 
through letter of interest. 
NGOs express their interest in 
providing particular services in 
particular area through letter of 
interest. 
Submission of   
Inception Report 
NGOs interested in 
providing services submit an 
inception report to CASP 
that includes details of 
NGO: their past activities, 
financial status, 
geographical work area, 
infrastructure available, 
organization structure etc. 
Interested NGO’s should be 
submit inception report to 
Urban RCH Society which 
should include details of NGO 
including their past activities, 
financial status, geographical 







CASP in collaboration with 
GSACS visit the NGO’s and 
the community (including 
the local government 
authorities like district level 
health officers, banks) to 
verify the facts in the 
inception report. 
 
After this assessment an 
RCH in collaboration with 
AMC should visit the NGO 
and the community (including 
local leaders, bank officials) to 
verify the facts provided in the 
inception report.  
 
After this assessment one 
NGO should be chosen per 
ward. 
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Restricted to need 
assessment GSACS enters 
into an initial contract of 5 
months with the NGO.  
 
GSACS provides training to 
NGO staff for baseline 
survey, data analysis, data 
presentation, preparing 
proposals etc. NGO will 
then carry out the baseline 
survey and prepare a 
proposal based on their need 




NGO’s submit proposal’s 
after 5 months of need 
assessment and baseline 
survey. GSACS scrutinize 
the proposals based on their 
experience and ascertain the 
authenticity of the proposal.  
 
At this stage, if found 
inadequate they may deny 
the actual service provision 
contract. 
Not Required 
Service Contract  GSACS enters into a service 
contract with NGO’s for the 
duration of 3 years and 
approve the one year’s 
proposal and sanctions the 
budget for a year. 
 
The NGO appoints the 
required staff with having a 
member of GSACS in the 
selection committee. 
GSACS facilitates the 
exposure visits of new staff 
to field for 5 days. NGO 
starts providing services and 
submits monthly, quarterly 
and annual reports to 
GSACS. Other than this, 
AMC would enter into the 
service contract with NGO for 
the duration of 3 years. In 
consultation with the Urban 
RCH Society, AMC would 
approve the one year’s 
proposal and sanction the 
budget for a year.  
 
Other than this, every three 
months, their performance 
would be reviewed by Urban 
RCH Society in collaboration 
with AMC. 
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every six months their 
performance is reviewed by 
GSACS. There is also an 
external review near the end 





second and third 
year 
Near the end of the first 
year, NGO’s prepare the 
proposal for next year based 
on their first year’s 
experience in the field and 
their modified need 
assessment. In order to 
continuing services in 
second year, GSACS sends 
a letter of extension of 
services based on their new 
proposal for second year. 
The same procedure will be 
repeated for third year also 
and work will continue after 
issue of letter of extension at 
the start of third year.  
Near the end of the first year, 
NGO would prepare the 
proposal for next year based on 
their first year’s experience in 
the field and their modified 
need assessment. 
 
In order to continue the 
services in second year, AMC 
would send a letter of 
extension of services based on 
their new proposal for second 
year. 
Renewal of 
contract after end 
of the term 
After initial three years, 
GSACS renews the contract 
with NGO’s for another 
three years following steps 7 
and 8. This cycle continues 
unless the NGO is not 
performing satisfactorily or 
NGO withdraws from the 
contract on its own. 
After initial three years, AMC 
would renew the contract with 
the NGO for another three 
years with the approval of the 
Management Committee and 
the Urban RCH Society’s 
verification team and. This 
cycle will continue unless, the 
NGO is not performing 
satisfactorily or NGO 
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Exhibit 7 
  Minutes of the Meeting for discussing the contract between AMC and AJF   
 
Date: 22nd January 2007 
 




Dr. S.P. Kulkarni, Medical Officer of Health, Ahmedabad Municipal Corporation 
Dr. Kinnari Mehta, Family Welfare Officer, Ahmedabad Municipal Corporation 
Smt. Nirmala Patel, Trustee, Akhand Jyot Foundation 
Shree Utpal Patel, Akhand Jyot Foundation 
Shree Rakeshbhai, Project Co-ordinator, Akhand Jyot Foundation 
Prof. K V Ramani, Indian Institute of Management Ahmedabad 
Prof. Dileep Mavalankar, Indian Institute of Management Ahmedabad 
Mr. Amit Patel, Project Associate, Indian Institute of Management Ahmedabad 
Ms. Shilpa Maiya, Project Associate, Indian Institute of Management Ahmedabad 
 
Minutes of the Meeting: 
 
The meeting was arranged to facilitate the process of dialogue and discussion between 
the members of the two parties (AMC and AJF) regarding the contract agreement that is 
to be signed between the two organizations for running Model Urban Health Center. 
 
Prof. Ramani began by discussing the importance of a model contract that the AMC 
could use so as to replicate in the other wards. He also explained that the contract 
between the AMC and AJF is one such model contract and is very important since there 
is no contractual agreement exists between AMC and AJF and other NGOs for managing 
the UHC. 
 
Prof. Ramani discussed the previous arrangements of UHC and how the existing 
partnerships evolved. Dr. Mehta explained that AJF has the agreement with Government 
of Gujarat to function as Urban Family Welfare Center since 1966 which is based on a 
Government Resolution. In 2004, Ahmedabad got the Urban Health Project and 
converted all UFWC into UHC since GoI insisted in the formulation of the project that 
existing facilities should be considered for the development of Urban Health System to 
avoid duplication of infrastructure. Based on GoI sanction, AMC sent the orders to all 
UFWC to function as UHC but there was no agreement done between AMC and AJF 
(and other NGOs) to manage the UHC. However, Dr. Mehta suggested that AMC has 
requested Government of Gujarat to handover all UFWC to AMC so as to manage them 
as UHC. Dr. Mehta informed that two such letters have been sent to GoG in this regard 
but consensus is yet to be achieved. The serious concern was that until and unless there is 
a clear ownership of UHC in AMC area, it is difficult for AMC to make commitments 
since a lot of resources are still received from GoG to run these new UHCs. GoG has a 
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direct control over these resources and they monitor the performance and give targets. 
 
Prof. Ramani requested Nirmalaben to read the draft contract so as to enable them to 
understand each clause properly.  
 
There seemed to be a problem with the second clause regarding the consultation time. 
Nirmalaben was of the opinion that 30 minutes is a very rigid time for the consultation. 
Prof. Ramani answered to her query keeping patients’ perspective in mind. He argued 
that 30 minutes is an ideal waiting time. Moreover AMC will also provide resources 
required for enabling this and AJF should also be allowed to recruit more staff if that is a 
constraint. Prof. Ramani was of the opinion that we should not have a fixed staffing 
pattern irrespective of patient load. If there are more patients, there should be more 
doctors to treat them. He suggested that this clause would link the patient load with the 
resource requirement. 
 
There was a debate and discussion regarding the revised timings of the UHC. Dr. 
Kinnariben was skeptical whether the MPW’s and link workers or the doctors would 
work from 4-9 in the evening. Prof. Ramani was of the view that the proposed timings are 
very important based on the community needs assessment that was carried out. There is a 
clear need to provide services in the evening hours to serve the poor in the area. AMC 
and AJF pointed out the service rules that GoG has set for the staff which doesn’t allow 
breaking service and provides no flexibility in timings. Though Prof. Ramani considered 
the practical concerns of AMC and AJF, he suggested that this was an important point in 
Urban Health Project and GoI suggested keeping the timings based on community needs. 
He suggested that we may explore newer ways to ensure this. Prof. Ramani and Amit 
suggested a few alternatives to extend the UHC timings in evening hours. One of the 
suggestions was that one MO, one Lab Technician and one MPW is required during the 
evening hours to run the OPD and rest of the staff can perform during normal duty hours. 
For Medical Officer, it was suggested to recruit one more doctor on honorary basis for 
evening hours and expenses can be met through resources generated from patient fees. It 
was suggested that the evening service could be looked at as an optional service provided 
by the AJF in collaboration with AMC. Since this is an optional service provided, the 
AJF could charge more than the usual fees and retain the additional money with them to 
recruit the doctor on honorary basis. Dr. Kulkarni suggested that The MPW who works in 
evening hours can start later in the day and that can be mentioned in the recruitment 
letter. It was also suggested that two MPW’s could be recruited especially for the evening 
hours and the other MPW’s can work in the morning. For investigation, one suggestion 
was to train one MPW for sample collection and the test can be performed by Lab 
Technician next day and those patients may need to come again next day to collect the 
results.  
 
AJF was expected to come out with the list of optional services that they are willing to 
provide from new UHC. The part of that contract (Annexure C) would only be formed 
after AJF’s input. AJF informed that they would work out the feasible optional services 
that they could provide soon. AJF initially come out with the idea to have a de-addiction 
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center, yoga classes, physiotherapy, dental clinic etc. at the new UHC as a part of the 
optional services. 
 
For recruiting staff, AJF was concerned about not getting the committed resources from 
RCH Society and GoG. For example, they have many positions vacant and it takes a very 
long time to recruit and fill the positions. It was discussed to take care of this in 
contractual agreement. 
 
Regarding making resources available to AJF, AMC pointed out that there are several 
resources committed by GoG and AMC can not take responsibility. The crucial resources 
like Medical Officer and Lady Health Visitor are the people recruited under agreement 
between AJF and GoG and hence the success of this PPP depends on GoG committing 
the timely resources. Dr. Kulkarni pointed out the importance of handing over all UFWC 
located within the city limits to AMC for better management of the partnership. 
 
Both partners appreciated the idea of retaining funds generated from service delivery for 
improvement of the services in UHC. 
 
There was a concern for AJF regarding the contract period. Though AMC ensured that if 
service delivery is satisfactory, this contract can be extended for longer period. 
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Exhibit 8 
Contract Agreement between AMC and AJF 
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Exhibit 9 
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Exhibit 10 
Minutes of the First Management Committee Meeting  
 
 
Date: 07 March 2007, 09:20 am 
 




Shree Amit Shah, Mayor, Ahmedabad Municipal Corporation 
Shree D.B. Makwana, Dy. Municipal Commissioner (Health), Ahmedabad Municipal 
Corporation 
Dr. S.P. Kulkarni, Medical Officer of Health, Ahmedabad Municipal Corporation 
Dr. Kinnari Mehta, Family Welfare Officer, Ahmedabad Municipal Corporation 
Dr. AK Kharadi, Dy. Health Officer In-charge (West Zone), AMC 
Shree Anil Bakeri, Vice President , Gujarat Cancer Society  
Shree Prashant Kinariwala, General Secretary, Gujarat Cancer Society 
Shree Kshitish Madan Mohan, Secretary, Gujarat Cancer Society 
Shree Narendra Chawda, Hospital Administrator, Gujarat Cancer Research Institute 
Smt. Nirmala Patel, Trustee, Akhand Jyot Foundation 
Shree Siraj Mansuri, Co-ordinator, Akhand Jyot Foundation 
Prof. K V Ramani, Indian Institute of Management Ahmedabad 
Prof. Dileep Mavalankar, Indian Institute of Management Ahmedabad 
Dr. Beena Nayak, Project Associate, Indian Institute of Management Ahmedabad 
Ms. Shilpa Maiya, Project Associate, Indian Institute of Management Ahmedabad 
Mr. Amit Patel, Project Associate, Indian Institute of Management Ahmedabad 
 
Note: The Municipal Commissioner of AMC could not attend the meeting due to prior 
commitments. 
 
Prof. Mavalankar gave a project brief and the progress made for establishing a Model 
Urban Health Center in Vasna ward, in the Community Oncology Centre campus of 
Gujarat Cancer Society (GCS), Vasna. He mentioned some of the new services to be 
provided from the new Vasna Urban Health Center (UHC) such as physiotherapy, 
ophthalmology, dental care, yoga etc in addition to the mandatory healthcare services for 
primary care. He also discussed the arrangements already finalized between AMC and 
Akhand Jyot Foundation (healthcare service provider in Vasna UHC) and suggested that 
the same arrangements for service provision can be replicated in all other wards of AMC 
also. 
 
The Mayor, Shree Amit Shah appreciated the sincere and dedicated efforts of IIM 
Ahmedabad and GCS in the development of the new UHC in Vasna. In his opinion, the 
new Vasna UHC is the he best contribution to the society for all times. He recollected the 
time when this land was given to GCS and how GCS has responded to its social 
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obligations by setting up the Vasna UHC, which would become a model UHC for all 
wards of Ahmedabad. Shree Amit Shah extended complete support from AMC for this 
project including financial support from the Mayor’s fund for this project. He also 
mentioned other public facilities in Vasna ward such as its municipal gardens, which win 
the Best Garden Award every year.   
 
Shree Anil Bakeri briefed the Mayor about the progress of the UHC construction 
activities under his leadership. He mentioned that the actual expenditure has risen to 
almost Rs 26 lakhs, far exceeding the estimate of Rs 18 lakhs, and that the Gujarat 
Cancer Society has somehow managed to meet the additional cost. He then briefed the 
Mayor about the need to provide new and modern furniture to the Vasna UHC, instead of 
shifting the old furniture from the current location in Akhand Jyot Foundation.  The 
Mayor offered financial support to the tune of Rs 15 lakhs for furnishing the UHC so as 
to provide excellent healthcare facilities. 
 
Prof. K.V. Ramani suggested the need to provide technical and management training to 
all the UHC staff in AMC so as to improve the quality of services, and thereby establish 
Ahmedabad city as a model for excellent UHC services. The Mayor Sri Amit Shah 
readily agreed with the suggestion and asked the Dr. Kulkarni (MOH) to look into the 
training needs in detail. 
 
Smt. Nirmalaben thanked the mayor for his interest in the Vasna project and expressed 
the pressing need for offering physiotherapy services from the new Vasna UHC. The 
Mayor acknowledged the need and assured Nirmalaben of all possible help 
 
Prof. Mavalankar then mentioned about the Vasna UHC model being extended to Naroda 
Road ward. Following our GIS based analysis, Kalapi Nagar would be the ideal location 
for the proposed new UHC in Naroda Ward, which would serve a larger number of slum 
population than the existing location in the Aravind Mills Compound across the railway 
track. Shree Amit Shah agreed to help us in getting the land for Naroda Road UHC, 
immediately talked to Shree Dinesh Makwana, Dy. Mayor of AMC, briefed him about 
our work for the Vasna Ward, and fixed a meeting of the IIMA team with the Dy Mayor 
for further discussions on Naroda Ward UHC. 
 
Prof. Mavalankar suggested the idea to explore the involvement of municipal medical 
college interns in Urban Health Centers, especially the interns from Preventive and Social 
Medicine Department. Dr. Mavalankar also expressed the need to build partnerships in 
Naroda Road similar to the partnership that we have for Vasna Ward. 
 
The meeting ended with the Mayor thanking the GCS and IIMA team for their excellent 
service to the society in establishing a model UHC in Vasna with Public Private 
Partnership. 
The members thanked the Mayor for his leadership and support for improvement of 
urban health in Ahmedabad city. 
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Exhibit 11a 
Minutes of the Second Management Committee Meeting 
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Exhibit 11b 
Minutes of the Second Management Committee Meeting  
 
THE URBAN RCH SOCIETY 
CHARITY TRUST NO. 9825   DT. : 30-12-03. 
 
OFFICE ADD. : City Family Welfare Bureau, Dinbai Tower; Mirzapur Road, Ahmedabad. 
 
CHAIRMAN        SECREATARY 
Shree I P Gautam (I.A.S).                    Dr. S. P. Kulkarni 
Municipal Commissioner,             Medical Officer of Health, 
Ahmedabad Municipal Corporation     Ahmedabad  Municipal 
Corporation 
 
New Places for Vasana Urban Health Centre – Minutes of meeting held on 18/06/07with 
Respected Mayor presiding, at 11 am, at Cancer Hospital Compound, Vasna. 
   
For the UHC at Vasna, the managing committee meeting was held at the new Vasna 
UHC on the 18/06/2007. The Participants present were: 
 
1    Shri Amitbhai Shah   -   Respected Mayor  
2    Dr. Pankajbhai Shah  -  Gujarat Cancer Institute 
3    Dr. Kirtibhai Patel    -  Gujarat Cancer Institute 
4    Shri Prashant Kinariwala        -  Gujarat Cancer Institute 
5    Shri Kshitijbhai       -  Gujarat Cancer Institute 
6    Dr. Rathod           -  Vasna Cancer Society Unit 
7    Urmilaben Patel           -  Akhand Jyot Foundation  
8    Siraj Munsuri           -  Akhand Jyot Foundation 
9    Dr. Kulkarni                    -     M.O.H.A.M.C 
10  Dr. Kinnari Mehta                   -  F.W.O.A.M.C. 
11  Dr. Hardik Mevada        -  M.O.Vasana ward Urban Health Centre 
12  Dr. Oza             -  Deputy Health Officer (West zone) 
13  Dr. Kharadi          -  Assistant Health Officer (West zone) 
14  Dr. Dhiran Shah                    -  Gynecologist Vasna Urban Health Centre  
15  Dr. Ketan Gandhi                    -     Pediatrician Vasna Urban Health Centre 
16  Prof. Ramani           -  Indian Institute of Management, Ahmedabad 
 
•  Respected Mayor was welcomed. The Mayor was informed about the M.O.U. 
between Gujarat Cancer Society & A.M.C. 
•  The Mayor was also informed of the MoU between AMC and AJF. 
•  As per Prof. Ramani’s suggestion, the Mayor told that AJFs activities should be 
recorded so that it can be evaluated after a year. All the members agreed to this.  
•  Dr Pankaj Shah informed that Dr Shileen Shukla will be available on behalf of 
Gujarat Cancer Institute for all the actions concerning the MoU between the AMC 
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and GCS. He also informed that he would also be present if need be. This was 
sanctioned by all. 
•  Respected Mayor asked eight members from AMC to be present in the 
Management Committee.  
 
1 Respected  Mayor   
2  Respected Deputy Mayor 
3  Respected Standing Committee Chairman  
4  Chairman Health committee  
5  Chairman Hospital committee  
6  Respected Commissioner  
7  Respected Deputy Commissioner (Health) 
8  Health Officers  
9  Corporator of Vasna ward (at Post) 
10 F.W.O.  (A.M.C.) 
 
Also, 
* Kshitijbhai Madanmohan             -     New Urban Health Centre (Main donor)  
* Prashant Kinariwala, General Secretary   -    Gujarat Cancer Society  
* Dr. Pankaj Shah                -    Gujarat Cancer Research Institute 
* Dr. Sheelin Shukla               -    Gujarat Cancer Research Institute 
* Nirmalaben Patel               -     Akhand Jyot Foundation, N.G.O. 
* Rajen Bhavshar                          -     Saath Charitable Trust, N.G.O. 
* Prof. Ramani                -     IIM, Ahmedabad 
 
The members mentioned above also sanctioned to be a part of the Management 
Committee. 
 
•  Respected Chief Minister has been invited to inaugurate the new Urban Health 
Centre. They would wait for two days for his reply. In case there is no reply after 
two days from the Chief Ministers Office, the Governor/Health minister would be 
invited to inaugurate the new UHC according to their convenience. This was 
agreed by all the members. 
•  The Mayor asked the Assistant Engineer (Vasna Ward) to complete the water and 
sewage connection within a week at the new Vasna UHC. 
•  GCS was asked to handover the custody of the new UHC at Vasna to AMC. 
•  The Corporation Estate Department will prepare a letter of having received the 
custody letter from GCS. The sanction to run the centre will also be prepared by 





Family  Welfare  Officer       Health  Officer   
Urban Family Welfare Unit                                                              AMC    
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List of Abbreviations: 
 
AJF    Akhand  Jyot  Foundation 
AMC    Ahmedabad  Municipal  Corporation 
 
BPL    Below  Poverty  Line 
 
COC    Community  Oncology  Center 
 
FW    Family  Welfare 
 
GCRI      Gujarat Cancer Research Institute 
GCS    Gujarat  Cancer  Society 
GIDB    Gujarat  Infrastructure  Development  Board 
GIS    Geographic  Information  System 
GOG    Governmental  of  Gujarat 
GOI    Government  of  India 
GR    Government  Regulation 
GSACS    Gujarat State AIDS Control Society 
 
HMIS      Health Management Information System 
 
IEC    Information,  Education,  Communication 
 
M & E     Monitoring and Evaluation 
MIS    Management  Information  System 
MO    Medical  Officer 
MoHFW    Ministry of Health and Family Welfare 
MPW    Multi-Purpose  Worker 
 
NACO     National AIDS Control Organisation 
NGO    Non-Governmental  Organisation 
 
PHC    Primary  Health  Center 
PPP    Public-Private  Partnership 
 
RCH    Reproductive  Child  Health 
 
SEWA    Self  Employed  Women’s  Association 
 
TB    Tuberculosis 
 
UFWC    Urban  Family  Welfare  Center    
UHC    Urban  Health  Center 
VO    Voluntary  Organisation 
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